Introduction
Prescribing errors are a prevalent and prominent cause of patient safety incidents. 1 Where prescribing errors occur, patients can be harmed or killed with patient harm reported to occur in 1-2% of cases 2 whilst the cost of avoidable harm is considerable. One report suggests that the cost of avoidable medication errors to the National Health Service (NHS) is £750 million per year. 3 Initiatives to improve prescribing in hospital settings have included educational interventions such as prescribing tutorials and educational outreach, 1, 4 greater use of hospital pharmacists, 5, 6 standardised medication charts, 7 and electronic prescribing. 8 However, despite these interventions, prescribing errors are still prevalent 9 and further strategies are required.
The need for interventions to support desirable prescribing behaviours has been reported 4 with the potential for feedback to improve practice and modify behaviour described. 10, 11 Where errors occur, it is important that the individual 12 and the team 13 learn from the error otherwise it is a missed learning opportunity. Despite this, doctors have reported a lack of awareness of their prescribing errors [14] [15] [16] [17] with pharmacists acknowledging that they often correct errors without contacting the original prescriber. 6, 18 The UK national prescribing competency framework 19 outlines that prescribers should act upon feedback and use tools such as feedback to improve prescribing. Doctors have reported welcoming more individualised feedback 14, 16 whilst a recent qualitative study reported an individualised feedback intervention was unanimously valued by prescribers. 20 Recently, the positive impact of feedback interventions in improving prescribing outcomes has been reported in several studies. [21] [22] [23] Feedback has been described as "information describing … performance in a given activity that is intended to guide … future performance in that same or related activity". 24 Positive (reinforcing) and negative (corrective) feedback is considered integral in supporting professional development, and can be either directive or facilitative. 10, 25 Directive feedback informs the learner of what requires correction, whilst facilitative feedback is constructive and uses questions and comments to facilitate the learner in understanding, and revising their own practices. Doctors have reported that learning from error is optimised with constructive feedback 26 and prefer feedback that encourages reflection, 27 processes that require facilitative feedback.
Evidence suggests that for feedback to be effective it should be comprehensive and timely with comparison to a benchmark, 28 whilst it should also be individualised, frequent, actionable and delivered by a colleague who has observed practice. 11 Hospital pharmacists typically work with prescribers on wards to enable delivery of feedback that is timely and frequent, making them suitable facilitators of any prescribing feedback.
Pharmacists have reported previously that they would be willing to provide more formal feedback on prescribing errors where time is provided 16, 18 although pharmacists have expressed anxieties that such feedback may create tension and damage working relationships with prescribers. 18 Such tensions were not reported recently by prescribers where pharmacists were perceived as credible facilitators of prescribing error feedback. 20 A recent evaluation of a pharmacist-led prescribing error feedback intervention, reported that there were no unintended negative consequences identified. 29 Elsewhere, pharmacists have been used as facilitators of prescribing error feedback in different settings. 21, 28 However, there is little literature reporting the in-depth views and experiences of pharmacists to delivering formalised prescribing error feedback.
interviews provide a flexibility to clarify and probe participant responses that structured interviews for example could not. 30 This was part of a wider research project with ward areas allocated as intervention (feedback) or control. Control wards continued with normal practice whilst prescribers on intervention wards received individualised feedback as described below.
Population and setting
The study was undertaken in a large 800 bed acute general teaching hospital in the North West of England. A purposive sample of registered pharmacists who were involved in the project and had delivered feedback were invited via e-mail to take part in an interview. Eighteen pharmacists were eligible for participation (who had delivered feedback on intervention wards). Participant information sheets were provided to all pharmacists in advance of the study with the purpose of the study revisited prior to each interview. The pharmacists provided wardbased pharmacy services typical of that in the UK. Pharmacists visit wards Monday to Friday where they complete medication histories, review medication charts, supply medications and provide medicines information for clinical teams. Where prescription discrepancies are identified the pharmacists resolve them with the prescribing team.
Pharmacist training
Pharmacists were trained in the principles and theory of constructive feedback, 25, 27, 31 by the researcher who has significant experience in education and training. The session consisted of a lecture, interactive workshops, reflective and peer-reviewed exercises. An overview of workshop content is presented in Fig. 1 below. These workshops were designed to provide the pharmacists with the skills and confidence to deliver effective feedback on prescribing that was constructive and facilitative, as opposed to directive.
The feedback intervention
Pharmacists audited prescribing over a five-day period and prepared confidential written prescribing feedback reports for individual prescribers. All prescribers from newly qualified to consultant grade doctors received feedback if they had prescribed any medications during the audit period. Feedback was delivered on a variety of admission and medical specialty wards. All prescribing errors were included in the initial feedback that consisted of details on percentage prescriptions that were error free and prescribing error rates, with comparison to the mean hospital prescribing error rate. This was supported by observed examples of good areas of prescribing and example prescribing errors. Feedback was then delivered typically in a private setting but at the discretion of the prescriber. The reports were discussed with the prescribers and constructive solutions negotiated to improve prescribing practice.
Following delivery of initial feedback, all prescriber grades received on-going feedback verbally and in writing for any prescribing error identified as significant or above. Error severity was defined according to other published work 14 as either minor, significant, serious or potentially lethal. Pharmacists were familiar with these definitions from regular prescribing audits in the hospital department. The facilitating pharmacist encouraged the prescriber to reflect on the potential risk and reason for the error using open questions. They were also encouraged to identify actions to reduce error occurrence with pharmacists providing input where appropriate. The facilitating pharmacist and prescriber would sign each feedback form with the prescriber also asked to include a reflective statement in their foundation training portfolio.
Semi-structured interviews
All interviews were undertaken in a private seminar room within the pharmacy department at a time convenient for each pharmacist. The researcher, a research pharmacist working at the study hospital, conducted each interview. To limit interruptions, all pagers and mobiles were turned off beforehand. A topic guide (See supplementary material) was used, ensuring that consistent subjects were discussed between participants and a conversational approach was adopted to keep participants at ease and encourage detailed descriptions of their experiences. Interviews lasted between 28 min and 1 h 29 min.
Ethics
Relevant hospital and University of Liverpool ethics committees' approval was obtained before commencing the study. Consent was obtained verbally and in writing prior to commencing each interview. All interview data was stored securely.
Data analysis
Each interview was digitally recorded and transcribed verbatim by ML with the exception of anonymizing person and place names. Each transcript was checked for accuracy. Manuscripts were coded manually using a combination of open, axial and selective coding. Emergent codes were sorted into similar contextual themes. A thematic analysis was then performed using a framework approach which is commonly used in healthcare research. 32, 33 Co-authors SDW and SVOB, both experienced qualitative researchers, independently coded each transcript to identify core themes. Initial codes and themes were discussed with the research team at regular meetings. Any discrepancies in codes or themes were resolved through discussion to reach a consensus. The research team felt that data saturation was achieved following interview nine, although further interviews were conducted to provide greater richness of material whilst allowing all eligible pharmacists the opportunity to discuss their experiences of the project.
Relevant quotations to illustrate the views and experiences of participants were selected by ML and agreed with co-authors SDW and SVOB.
Results
All (eighteen) pharmacists (three male and fifteen female) who participated in the project volunteered to be interviewed. Pharmacist  Introduction and purpose of session covered  Impact and need for feedback discussed  Views of prescribers on receiving feedback discussed  Pharmacists asked to reflect on good and poor feedback they have received / provided  Principles of effective feedback discussed  Tools to facilitate feedback delivery discussed  Useful phrases for difference types of error discussed  Use of critical incident theory techniques to identify error causation discussed  Interactive videos with example of prescribing error feedback observed and discussed  Workshop on feedback characteristics are provided in Table 1 below with each participant allocated a code for anonymity. A range of pharmacist grades (band 6-8b) and experience were recruited reflecting the skill and experience mix of the department.
Seven key themes emerged from the interviews and will be summarized under the following major themes:
1. Overview of feedback process 2. Working relationship between pharmacist and prescriber 3. Benefits of prescribing error feedback 4. Impact of delivering feedback on the facilitator 5. Impact of receiving feedback on the prescriber 6. Feedback on prescribing error 7. Process improvement The complete thematic framework can be viewed in Table 2 . In general terms, all pharmacists were overwhelmingly positive about the intervention discussing the impact on themselves and any observed impact on the prescribers with whom they worked. Importantly, despite obvious time pressures, pharmacists advocated that the process was sustainable and was a worthwhile investment of their time.
Overview of feedback process
Pharmacists reported a clear shift from a directive to facilitative feedback process, one that was recognised as more constructive and meaningful to educate the prescriber, identify error causation and negotiate solutions to prevent error recurrence.
"Prior to this project I don't think I have really been giving them feedback. I've just been telling them that this is not right will you change it for me? So I wouldn't tell them the reason, this is important because … Now, we go with a conscious plan to educate them and tell them why it's important" (P13)
Pharmacists reported delivering feedback in a private setting in most cases although the setting depended on prescriber preference. Separating the process from normal clinical interactions allowed greater dialogue and focus on the experience.
"It gives them the time out to ask more questions or give the time to really explore the issue whereas a lot of time when you have to correct an error they are like yeah yeah no problem at all because they have to correct it in a certain time frame then get back to their jobs. Whereas taking time out, you know away from all of the distractions gives them a 100% focus" (P6)
Most pharmacists delivered individual feedback although several pharmacists reported delivering initial overall feedback to a group of prescribers, a feedback process that was suggested as being well received in most cases, facilitated shared-learning, and allowed benchmarking to peers. However, one pharmacist expressed that they would always deliver feedback individually in future to limit any prescriber embarrassment.
"I wouldn't give them the choice and I would just do it in private because I look at how [core medical trainee grade doctor] reacted and I felt a bit mean on him. Now I'm not a mind reader and I didn't know that his expectations were higher but knowing his personality I should have realised that." (P11)
Pharmacists unanimously expressed that the process was a valuable and sustainable intervention. Advancing on this, pharmacists consistently expressed that the process should become part of routine practice.
"It is sustainable, I know that is more work but at the same time you have to think about the impact on the errors that you are correcting and that's why I'm saying that we have to roll it out." (P6) Several pharmacists reported barriers to delivering feedback such as workload or where the prescriber was working nights or on leave for example.
Most pharmacists felt that feedback should continue in the current format with initial feedback taking 10-15 min followed by approximately 5 min for individual errors. Some pharmacists suggested the initial audit and feedback was unnecessary and time consuming. However, the majority of pharmacists felt that a baseline audit was necessary to discuss all aspects of prescribing and establish early working relationships. Equally, it was suggested that reducing data collection from five days to two days would be less burdensome.
"It doesn't have to be a week [to audit prescribing] it can be a couple of days to get some numbers then deliver feedback and that creates that relationship then" (P3)
Pharmacists consistently advocated that use of a feedback proforma was useful and allowed provision of additional written feedback. Most pharmacists reported the proforma added structure to the session although two pharmacists considered it a distraction. Several pharmacists suggested that having to sign for receipt of the feedback increased focus and engagement of the prescriber with the process.
Pharmacists reported that junior doctors were mostly receiving feedback because they prescribe most medications, although it was acknowledged that all prescriber grades should receive feedback where they make an error.
Working relationship between pharmacist and prescriber
Pharmacists consistently reported that having a rapport with their own prescribers increased their confidence and reduced apprehensions about delivering feedback. Additionally, pharmacists advocated that feedback was enhancing working relationships through increased interaction with prescribers.
"I think it is establishing it [working relationship] quicker whereas there probably wouldn't be any need for you to have as much interaction [without feedback] whereas you are having interaction from word go so that is your rapport going from word go" (P6)
Several pharmacists advanced on this view, describing positive differences between intervention wards and control wards that they were also working on.
"Because you tend to communicate more, then it improves your rapport and communication and I think they have more respect … maybe that isn't the right word but they think oh she knows much more than I thought. Or at least that is what I think, because they tend to ask more questions. I think that the pilot wards [feedback intervention wards] tend to ask more questions than the other wards and they are aware of the presence of the pharmacist than on other wards." (P13)
Pharmacists were initially concerned that their feedback would be dismissed by prescribers although they acknowledged that this was unfounded. Hierarchical influences with prescriber grades were also noted with pharmacists reporting greater apprehension when approaching consultants with feedback as opposed to junior doctors.
"It was more intimidating with the senior grades than it was with the basic grades because I was a basic grade pharmacist or had just moved up to a band 7 [pharmacist grade] and I was never really doing anything like this as such" (P1)
Some pharmacists suggested that they were embarrassed to be highlighting prescribing errors to consultants although one pharmacist suggested this was less about their status and more about having a fragmented working relationship; "I mean there is a way in that consultants tend to behave and there's almost a sort of a professional barrier, there are no … they don't really laugh and joke and let you into their personal space whereas with some of the juniors you see some of their human side" (P4)
Despite this, pharmacists reported that consultants received feedback openly and that in some cases raised the credibility of the feedback process.
"[The consultant] had the group session so the esteem for the pharmacist after that would have gone up massively from the junior doctors and it's the same when you are on the ward round and you make a suggestion and the consultant agrees with you and they action it then it raises your credibility." (P4)
Most pharmacists reported feeling more integrated in the clinical team as a result of the feedback process:
"I think that the immediate impact for me is that I feel immediately more integrated into the healthcare world at ward level and … just reflecting on it afterwards as you are more integrated just the position of pharmacy and how it has changed so it has changed massively" (P11) Some pharmacists reported less anxiety regarding prescribing errors and greater confidence and trust in their prescribers. Most pharmacists reported improved communication with prescribers with some pharmacists outlining how senior prescribers would inform them of unusual prescriptions beforehand in anticipation of feedback. 
Benefits of prescribing error feedback
Pharmacists consistently reported that formalizing feedback ensured consistent pharmacist response to prescribing errors, whilst some pharmacists also suggested that the process can indirectly raise the consistency of pharmacist practice at ward level.
"I think this formal process will help the people who have struggled previously you know who are too timid and you know what I am getting at it will bring them up to a level where we will have a baseline to work from" (P11)
Pharmacists consistently reported that the process raised awareness of their roles with their knowledge and skills recognised, with increased pharmacist credibility on wards described as an outcome.
"I also think that sometimes people sort of overlook you and are just like oh all they do is the drug histories and they don't know anything about drugs and specific conditions so you kind of … not that you are trying to get what you do noticed as such, but it is sort of noted that actually the pharmacist knows about those conditions so let's sort of ask them and get their opinion as well" (P12)
Pharmacists advocated that they were credible facilitators of prescribing error feedback but that equally, delivery of feedback raised their credibility further as experts in medication usage. Some pharmacists countered that where they are asked questions they cannot answer during any feedback, their credibility may equally be undermined.
Several pharmacists suggested there was a shift from a peripheral to a more integrated member of the team which could further establish their professional role and identity.
"This is another opportunity to establish yourself professionally … because this defines the relationship. With pharmacy I think that it has been slightly kind of nebulous and no one is really sure of what pharmacy does. But now as part of their education, and ongoing professional development then, they have got this interaction, this formalised interaction with pharmacists" (P11)
Pharmacists advocated that feedback was supporting medicines optimisation with reductions in prescribing errors described, reductions that can save them time and improve patient safety: "I don't have to correct every drug interaction or Seretide [inhaler device] or reducing dose [of steroids], the antibiotic is coming through with the duration and indication and they are reviewed after twenty four hours. I know that they are minor things, but it takes so much workload off of you because you don't have to check if they are using an accuhaler or evohaler [inhaler devices] for example, because the doctor has done it already" (P1)
Feedback was described as an educational process for prescribers and the pharmacists themselves. Several pharmacists reported ancillary outcomes of feedback such as delivering ad-hoc or small group teaching or development of prescribing support aids for example. Others reported that providing feedback was driving their own learning as they would research particular errors or try to understand why errors were occurring.
"Well I'm learning obviously as well. Like with errors when we identify something on the drug chart then we have to go away and research it and look it up even more to try and give them the feedback do you get what I'm saying?" (P3)
Impact of delivering feedback on the facilitator
Pharmacists consistently reported an initial apprehension about the process as it was a new role and could potentially damage working relationships with prescribers. However, this anxiety was unfounded and subsided following initial feedback and realisation of the benefits of the process.
"I think initial anxiety because normally there is a good dynamic on the ward and we had a good relationship and I didn't want to change that dynamic with them thinking oh here's [pharmacist] again … and you going to tell me that I have done something else wrong and then your dynamic could change but if anything it just got better and they are two things that … that's what I'm saying that surprised me a wee bit" (P6)
Pharmacists were unanimous in advocating that the facilitator training helped to prepare them and provide structure and consistency to the process.
There was a clear sense of improved job-satisfaction following the intervention with pharmacists feeling more confident, useful and valued.
"Well it makes you feel really valued as a pharmacist and you go 'do you know what I am making a difference'. (P14)
Pharmacists expressed surprise at how many errors were not knowledge based. This raised their understanding of error causation and the environment they work in, whilst supporting a solution focused approach to feedback.
"We are too focused on knowledge based errors and that has really opened my eyes up a bit. I think the one that I did most delivery about this time was thinking about your human factors you know so thinking about your ways we do TTOs [To Take Out prescription] on the ward and thinking about your prescribing and then taking more time with it in a quiet environment. So I thought that that was a really good angle this time that I wouldn't have thought about delivering feedback on that before" (P6)
Pharmacists reported an increased self-efficacy that was driven by an understanding of their own abilities and effect.
"You don't know how much you know until you have to start telling other people. So you probably do start becoming self-confident and are like wow I do actually know my stuff and I should start trusting myself" (P12)
Impact of receiving feedback on the prescriber
Pharmacists overwhelmingly reported that prescribers were open to feedback and fully engaged with the process although this surprised some pharmacists who had anticipated negative responses.
"Great, I mean I think that it is brilliant one of my biggest shocks well not shocks actually is that the prescribers liked it they actually loved it" (P6)
It was noted that prescribers were expecting feedback and accepted it as part of routine practice. This positive prescriber response appeared to motivate pharmacists to invest more time in the process.
"I don't think that I would have given it as much love because I would feel like I was wasting my time. But I was able to give it my love because I would go away and research it and answer as many questions as I did with them" (P1)
The majority of pharmacists reported increased information-seeking behaviour from prescribers at the point of prescribing and during feedback sessions to inform their knowledge and prescribing decisions.
"What I noticed, especially with the junior doctors, then I was being asked what to prescribe and how to prescribe so yeah they would be standing there with their pen ready to prescribe and asking you for advice" (P15)
Equally, pharmacists reported increased feedback seeking behaviour from prescribers both at completion of prescriptions and in spontaneous conversations. Outcomes that increased communication and team-work. These were notable changes reported in prescriber behaviour with pharmacists suggesting this was related to enhanced knowledge and awareness of error. Others suggested that the goal motivating behaviour was influenced by prescribers' awareness that they were being monitored, which could influence their prescribing behaviour. However, pharmacists consistently reported that prescribers appeared more engaged with the prescribing process, to prioritise and focus on the task, and limit any error-provoking conditions. "When they [prescriber] were doing TTOs (To Take Out prescriptions] they said they weren't doing TTOs on the ward round and then they waited and done the TTOs at the end to the nursing staff which didn't go down too well [laughter] but that's what they said they were doing" (P6)
Feedback on prescribing error
Pharmacists consistently advocated that individual error feedback was targeted at the correct error severity. It was suggested that delivery of feedback on minor errors for example could dilute any message. However, several pharmacists did also suggest that they, or the prescriber, may have misinterpreted what a significant error was which could have led to less feedback being delivered than expected. Some pharmacists reported not delivering feedback on every error because they were simple mistakes.
"It is interesting because they don't think lansoprazole od [once daily] instead of bd [twice daily] is the same severity as the wrong drug. I mean I could write that one down but I know what I'll get with [registrar name] Ohhhh yes I know, I know yes yes and then he's all too helpful to get the pen off you and change it quick" (P17)
The need for timely feedback was advocated by all pharmacists for effective memory recall but pharmacists acknowledged that this was limited at times when the prescriber was unavailable.
Where prescribing errors were handed over from pharmacist to pharmacist it was suggested that supporting evidence of the prescribing error such as a copy of the prescription, and not just a feedback form, was needed to contextualise the error and situation.
"When you are trying to explain to somebody about an error that has been made then it is easier to see it even if you just get a photocopy before you get the feedback sheet so you say what do you think is wrong with that and see if you match up" (P2)
Pharmacists reported improvements in all prescribing but suggested that discharge prescriptions and re-writing of medication charts were considerably improved because prescribers were taking more time or changing location to prescribe.
Process improvement
A formal process of error feedback was suggested to provide consistency in prescribing error feedback, and was unanimously considered an improvement over previous informal processes. Some pharmacists suggested that a more robust system was needed with a prescribing error procedure where concerns could be escalated if prescribers were not improving.
The majority of pharmacists advanced the view that group feedback could complement the process for shared-learning amongst a team.
"What you could do is every Monday talk to them [doctors] in the meeting and I could say that the error of the month is …" (P17)
Others recognised that they were delivering feedback on consistent themes and suggested that a proactive approach to error recognition and avoidance would be useful.
"I think a ward based induction including common errors to that ward would be useful particularly coming off endocrinology then you see problems with GKI [Glucose potassium insulin], insulin infusion, different insulin's so I think that that would be useful and show them what you know and how useful you can be from the start." (P15) Some pharmacists suggested that protected time to deliver feedback would be useful to limit the impact on their workloads although the majority of pharmacists felt that this would not work in practice where occurrence of error is unpredictable. Some pharmacists outlined the need for feedback on service to understand the views of doctors to feedback and how the pharmacists could improve themselves.
Discussion
With appropriate training, pharmacists have the capability, opportunity and motivation to deliver feedback on prescribing to colleagues. Such feedback has been reported as "acceptable and desirable" previously 16 and here, pharmacists report the process to be sustainable and a worthwhile investment of their time.
Pharmacists reported a shift from a process of corrective, or directive feedback 18 to facilitative feedback. Delivery of feedback away from the clinical area supported this process allowing feedback to be received mindfully 34 whilst such a "safe climate" can allow prescribers to clarify any information further. 35 Difficulties in delivering timely feedback were reported because of working patterns or annual leave whilst untimely feedback can limit memory recall. 36 Further feedback modalities such as e-mailed feedback 37, 38 could be explored in these situations, although they do not reflect the principles of effective feedback which should be delivered verbally and in writing.
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There were notable apprehensions in approaching prescribers with feedback. Whilst these apprehensions appeared to be unfounded, there was a communication apprehension 39 in how the feedback message may have been perceived. Similarly, some pharmacists reported not delivering feedback on errors because they may be dismissed as simple slips. However, a lack of knowledge is often not the sole underpinning reason behind the error 40 and feedback on skill-based errors such as slips and lapses is equally valid. Pharmacists reported that doctors were seeking more information and feedback from them to inform their prescribing. Similar outcomes have been reported by prescribers previously as a result of prescribing feedback. 20 Additionally, requests for second checks and changes in prescribing location reported in these interviews, suggests that feedback at the least, is having an impact beyond prescribing knowledge and influencing the non-technical skills of prescribing such as situational awareness, teamwork and decision making. 41, 42 This echoes findings elsewhere with prescribers reporting changes in prescribing behaviour following feedback, that was consistent with non-technical prescribing skills. 43 Feedback can reduce the gap between perceived and actual prescribing performance, 44 and without it prescribers may be unconsciously incompetent (see Fig. 2 ). Feedback can drive performance and support progression of competence by encouraging behavioural change such as the information and feedback seeking behaviours described in this study. With feedback, prescribers are made aware of their errors and can calibrate their behaviours to achieve the desired prescribing standards, behaviour consistent with perceptual control theory. 28 Further exploration of these behaviours could inform prescriber education and training further. Feedback has been reported to improve prescribing in specific contexts 11, 21 and improvements in prescribing, albeit subjectively, were reported by pharmacists in this study. However, equally, the process appeared to support pharmacists' professional development with feedback proposed as an educational alliance elsewhere, 45 where facilitator and learner can learn from each other. Inter-professional ward-based interactions have been described as ad-hoc, terse and parallel. 46 Communication is a key skill of pharmacists 47 yet they have been described as having poor social skills by healthcare students. 48 Such perceptions may be less to do with their communication skills and more to do with role-awareness, with pharmacists suggested as anonymous characters elsewhere. 49 In this study, a dominant theme was enhanced rapport with prescribers with greater team-integration and involvement in prescribing decisions for pharmacists. This in-turn may have influenced the reported increase in selfconfidence, self-esteem and self-worth. In contrast, a pharmacist-led feedback intervention in primary care settings 50 reported feelings of frustration and isolation in pharmacists where their input was dismissed or received defensively. This iterates the importance of prescribers valuing and welcoming the project: outcomes reported in this study.
Pharmacists reported improvements in their skill utilisation with enhanced job satisfaction and motivation to develop and deliver additional services, such as ward based teaching. This was supported by enhanced rapport with doctors, and, where medical teams and junior pharmacists can rotate between clinical areas frequently, initiatives that accelerate rapport building and team-work are welcome interventions.
A recent government report 51 advocated that 80% of hospital pharmacist resources are utilised for direct medicines optimisation and safety remits. Delivery of prescribing error feedback can broaden the role of hospital pharmacists, helping to utilise their skills more effectively. Where this happens, it can only help to achieve this ambition with good team-work alone considered to improve quality of care and patient safety.
52,53
Strengths and limitations
This is the first known qualitative study exploring the in-depth experiences of pharmacists to delivering formalised prescribing error feedback. The themes derived from the interviews can inform future studies and organisation of pharmacist-led feedback innovations. However, participants were interviewed in a single setting and so results cannot be generalised. Still, the study hospital was a typical NHS acute hospital with a typical pharmacy service and the intervention could arguably be implemented in similar settings.
The researcher knew the pharmacists in a professional capacity, a relationship that may have influenced responses to questions. However, the use of semi-structured interviews allow clarification and probing of responses 54 whilst the researcher remained objective to limit dismissal or encouragement of certain responses. Whilst the researcher was experienced in conducting interviews, it is possible that another interviewer may have elicited varying depth and breadth of responses form participants. Finally, qualitative data analysis is a subjective process and all inferences may not have been identified by the researcher. However, data saturation (no further emergent themes) was achieved whilst the research team (SDW and SVOB), who do not work with the interviewees, also independently analysed interview transcripts.
Conclusion
Prescribing error feedback is essential for prescribers to develop safe and appropriate prescribing skills. Pharmacists are credible facilitators of prescribing error feedback and consider the process to be a worthwhile and sustainable investment of their time. Prescribing error feedback has the potential to positively influence prescribing. Changes in prescribing behaviour suggest that feedback is working at more than a knowledge-based level. Benefits of feedback extend beyond the prescriber with pharmacists reporting accelerated rapport building, enhanced team-work, and involvement in prescribing decisions. These outcomes result in pharmacists working less in parallel and more integrated with clinical teams. Greater awareness of pharmacists' roles and utilisation of their skills increases their self-worth and self-efficacy, with ancillary initiatives and service innovations reported in response to delivering feedback. These outcomes suggest evolving the professional practice of pharmacists as facilitators of prescribing error feedback, can only help to improve patient outcomes.
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